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G 000 INITIAL COMMENTS G 000

 This was a Federal home health complaint 

investigation survey.

Survey Date: 7/5/16 and 7/6/16

Facility ID: 003142

Medicaid Number: 200387660

Facility unduplicated census for the last 12 

months: 63

Clinical Records Reviewed without home visit: 3

Clinical Records Reviewed with home visit: 1

Total Clinical Records Reviewed: 4

Complaint number's IN00199246 and 

IN00201274 were found to be unsubstantiated.
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